Studies have associated demographic characteristics as strong determinants of utilization of health care services; however, not much has been done to explore the dynamics of these variables in Nigeria. This empirical study explores the link between demographic factors and the use of health care services. 543 respondents were selected using multi-stage sampling technique. The findings showed that a majority (56.9%) of the respondents were female while (50.3%) were married. Testing the demographic characteristics regarding where people will prefer to go for treatment with multiple regression, it is only sex as a demographic variable that indicates positive association, with 0.08 level of significance. Variables such as age and education did not indicate any strong correlation with health care services utilization in the study area. This result corroborates the reality in many parts of African society where it is the father that dictates the cause of action. That means gender plays an important role in the utilization of health care delivery.
Introduction
According to Erinosho (2006) [1] , social status is intrinsically linked to health. Highly educated Nigerians are less likely to think that various physical disorders are caused by witchcraft, but may do so if illness is of an emotional or intractable nature. Furthermore, the highly educated people are not susceptible to preventable disease partly because of their personal hygiene. Benyoussef (1977) [2] in his research on the factors that determine high and low level of utilization of health services discovers that there are cultural and economic differences existing between the categories of those that make use of health services and those that do not. He asserts that the effect of socio-economic status as a factor influencing choice and utilization of health facilities is more pronounced in developing countries because of the greater relative differences, and also because of the scarcity of health services. In addition, it is often argued that there is an interdependent relationship between health and social problems, but to what extent is the relationship? Popple (2002) [3] says health picture of the nation is thus complex and fluid. Costs are rising and they are covered by funds from diverse sources. Many health indicators have improved yet. These improvements vary according to social class, age and gender. Blaxter (1990) [4] found out that poorer families seemed more likely to place greater stress on health and illness in terms of the disruption of their lives and an ability to "accommodate" minor illnesses, while still "getting on" with their lives. According to Belling and ceiger (1972) [5] , the well educated people usually in the upper income group, tend to have more knowledge of disease and are more sensitivity to symptoms. The influence of ethnicity upon health care utilization is large due to the shared framework within which ethic group view the provision of health services. Also age has been found to lack significance in explaining the relationship between income and physician visit. Finally in the case of health care utilization, role of the social network and its specific values, opinions, attitude, and cultural background act to suggest, advice or coerce an individual into taking or not taking a particular course of action regarding health care. Conformity with the social network's recommendation could reduce a person's anxiety by ensuring the approval of significant others. Mckinlay and Arches (1985) [6] found, for example, that persons with close-knit and interlocking social networks tended to display greater conformity with these reference groups than those with loose-knit differential social network Finally, studies over the years reveal that non-utilization of heath care services is higher in rural areas than in urban areas. Levels of education, caste, affordability (asset-holding) and culture were factors which determined the utilization pattern. The lowest socio-economic class had the highest non-utilisation rate and the highest public sector utilization rate (Jeckins, 1987) [7] . Igun (1996) [8] is of the view that inadequate utilization of health facilities is as a result of social and environmental factors. There is an absolute shortage and the situation is often complicated by the distribution of health resources that exist. Also non utilization of health facilities could relatively reflect such factors as attitude of health personnel, insufficient awareness of the need for community knowledge and involvement and social inaccessibility. This study examined the links between demographic factors and the use of health care services in Nsukka, Southeast, Nigeria. Also to ascertain who determines where and when to use health care services in the families.
Theoretical Frame Work
This study draws its theoretical framework from Health Belief Model of Irwin Rosenstock (1966) [9] and his colleague Becker (1977) [10] .
One of the most influential social-psychological approaches designed to account for the ways in which healthy people seek to avoid illness is Health Belief Model of Irwin Rosenstock (1966) [9] and his colleague Becker (1977) [10] . The Health Belief Model is derived from a great extent from the theories of Kurt Lewin and other psychologists who believe that people exist in a life space composed of regions with both positive and negative valences (values). An illness would have a negative valence and would have the effect of pushing a person away from that region, unless doing so would cause the person to enter a region of even greater negative region valence. While people are pushed away from regions within negative valences, they are attracted towards regions of positive valences. Thus, a person's behaviour might be viewed as the result of seeking region which offers the most attractive values. According to this model , human behaviour is seen as being dependent upon two primary variables 1) the values placed by a person upon a particular outcome and 2) the person's belief that a given action will result in that outcome.
According to Kirschy (1974) [11] Health Belief Model demonstrated considerable utility in the study of health behaviour and may yet be modified to account for illness behaviour as well. The merit of this model is that, even when an individual recognizes personal susceptibility he/she may not take action unless the individual also perceives that being ill will result into serious difficulty. Thus, the individual's subjective assessment of the health situation becomes the critical variable in the utilization of health services. In fact, a person's subjective assessment may be more important than an objective medical diagnosis (Barbara, 1997) [12] .
Methodology
The exploratory study used both qualitative and quantitative research methods. The study area was Nsukka town in Nsukka Local Government Area of Enugu state, Southeast Nigeria. Nsukka town is divided into three autonomous communities. Nsukka is characterized by some social-cultural practices like: Masquerading, male child preferences, belief in food taboos such as forbidding women and child from eating food etc. the population for this study is 48,177 which consist of people who are 15 years and above which assumed that people within this age range would have being use to medication and health related issues. Using 50 percent of population and confidence interval of 95% within 2.5 percentage error margin, sample size of 602 was calculated. However, to allow even distribution between the 3 autonomous communities that make up Nsukka town, the calculated sample size was approximated to 600 persons who are 15 years and above. Multi-stage random sampling technique and purposive method was used in this study. Among the 3 autonomous communities in Nsukka town, 4 villages were selected in each autonomous using simple random sampling (balloting) technique. This gave total number of 12 villages. In each of the villages 10 household were selected each using purposive technique. This gave total number of 120 household. 5 respondents were selected in each of the selected household using availability sampling method. This made the total number of the respondents to be 600 respondents. For qualitative data. Two in-depth interviews were conducted. The two in-depth interviews was for health care provider and community leaders in the study areas. One major hospital were selected in each of the 3 autonomous communities which made up 3 hospitals, in which 4 health providers were interviewed in each hospital. This will give total number or 12 health providers. In each of the 12 villages selected one community leader was interviewed. On the whole 24 respondents were interviewed using in-depth interview guide. Two instruments were used for the study these were questionnaire and in-depth interview guide The analysis was done using Statistical Package for Social Science (SPSS). This was used for quantitative data while qualitative data were analyzed using thematic method.
Findings
Majority (56.9%) of the respondents were female while 43.1% are male. More of the respondents were married (50.3%), single (34.6%), divorce and separated are 5.0% and 2.0% respectively. Widows were 4.2% while widowers were 4.2%. People within age 16 -35 were of majority (41.3%), followed by 15 -25 age range (23.9%), others between 36 -65 were very few.
Farmers constituted 19.2% of the sample. Other occupation groupings constituted varying proportions of sample. Notable among the other occupational groupings in the sample were people that were into business (17.2%), petty traders (16.8%), school teachers (10.9%), civil servant (17.3%), unemployed (8.8%). Others (9.9%) were students. Majority (36.1%) of the respondents had secondary school education 14.5% had NCE/OND education. 20.1% had first school leaving certificate (FSLC), 11.4% had degree, 6.4% had higher degree while 11.2% had no formal education ( Table 1) .
Majority (47.1%) of people within age 15 -25, said their parents decides where and when to go for treatment. Majority (58.9%) within age 26 -35, said their spouse decides for them. Majority (10.8%) of people that fall within age 46 -55 take the decision themselves, while majority (15.2%) and (21.2%) of people within age 55 -65 and 65 and above respectively, indicated that their relatives decide for them.
Hypothesis states that people with higher educational qualification tends to make use of hospital/clinic more than people with lower educational qualification. In the study, people that FSLC and "O" level certificate are grouped under low educational level while those that have NCE/OND, B.Sc. and Higher degree are grouped under high educational level. This hypothesis was tested using chi-square ( Table 2) .
Majority (67.6%) of people that prefer hospital for treatment are people with high educational qualification. But based on chi-square result there is no statistical relationship between education qualification and the use of modern medicine ( Table 3) .
Result show there is no statistical relationship between educational level and opinion about modern drugs. reveals that the majority (81.4%) indicate that people with high income and education patronize hospital mostly. Some 12.2% disagree, it is not so, while very few (6.5%) respondents indicate that they are not sure. Hypothesis states that there is a relationship between knowledge and response to health services. This hypothesis was tested using chi-square ( Table 4) .
Table reveals the regression that measure level of occurrence of where people prefer to go first for treatment. It is only Sex that indicates positive association for future occurrence to where people will prefer to go first for treatment with 0.08 significance. Age and education indicates no association considering their level of significant. This result shows that sex is one of the determinant factors of where and when people will go for treatment. This is pointing out the ideal condition of our society where in the family setting, it is the father that dictates the cause of action. Also to buttress this findings in this study table seven revealed that majority (58.9%) within age 26 -35 said is their spouses that decide on where and when to go for treatment. This can also be trace to the issues of finance since it is the head of the family (father) that always handle financial responsibilities in the home.
According to one of the community leaders in an in-depth interview said "it is the sponsor or financier that decide on where and when to go for treatment" (community leader, male, age 68). This shows that sex can be taken as one of the main factors that determine the response or attitude of people to health care services ( Table  5 ).
Conclusion
The result shows gender as a strong determinant factor or a significant predictor as regards health care utilization and administration. Thus this paper recommends that to improve on the level of healthservice utilization, demographic characteristics should be given adequate consideration. This is particularly germane for most parts of 
